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 The increasing prevalence of suicidal behaviors in the United States inflicts massive 
emotional and economic costs in the United States (CDC, 2012). Efforts to detect and prevent 
these behaviors have not resulted in overall reduction of these costs, and could be enhanced with 
new approaches to assessing risk for specific suicide outcomes (Klonsky & May, 2014). Several 
contemporary theories of suicide make distinctions between suicide outcomes (i.e., suicidal 
ideation, suicide attempt, suicide death) that are often conflated in studies of suicide risk (Joiner, 
2005; O'Connor & Kirtley, 2018). The present research, borne of these theories, sought to 
examine whether known demographic and psychiatric risk factors for suicide help distinguish 
between respondents of a nationally-representative survey measure, who reported either a history 
of suicidal ideation, a history of suicide attempt, or neither of these experiences. Significant 
differences were observed when comparing individuals reporting a history of attempt or ideation 
with individuals reporting no suicide history across many of these factors. Significant 
associations were also observed when comparing those reporting a history of ideation and those 
reporting a history of attempt, suggesting that these factors may provide some degree of 
incremental validity for the detection of risk, specifically for suicide attempt. Demographically, 
race/ethnicity and level of education yielded the most significant distinctions between those 
reporting a history of ideation and history of attempt. Psychiatrically, antisocial and borderline 
	
personality disorders and a history of mania yielded the most significant distinctions between 
those reporting a history of ideation and history of attempt. These results could be applied in 
developing screening measures for individuals at increased risk for making suicide attempts, 
which carry their own emotional and economic costs when not resulting in death, and are also 
highly associated with eventual mortality by suicide. These applications as well as study 

































































































































The primary aim of this study is to investigate whether widely researched demographic 
and psychiatric risk factors for suicide can distinguish between suicidal individuals who endorse 
having had lifetime suicidal ideation with no history of attempt and individuals who have a 
history of suicide attempt across the lifespan, using a nationally representative epidemiological 
sample.  Suicide is a problem that, despite much attention and focus by researchers and clinicians 
alike, has actually worsened in severity in recent years, indicating that current standards of 
practice that are based on research findings fail to reliably differentiate those at higher risk. 
Though empirical research has helped identify many risk factors associated with suicidal 
behavior, far less is known about which risk factors distinguish those who may act on suicidal 
thoughts from the much larger number who think about suicide, but never act on such thoughts. 
Recently, some have theorized and observed that there exists a conceptual distinction between 
suicidal ideation, suicide attempt, and suicide death. If clarified, this distinction can help to 
develop more sensitive and specific risk management strategies that would yield more true 
positives and fewer false positives. With this in mind, the present study will examine 
demographic and clinical variables captured in a nationally representative survey to determine 
whether these variables discriminate between individuals who report a history of suicide attempt 






The Problem of Suicide 
An average of 112 individuals died every day by suicide in the United States in 2013, 
totaling 41,149 deaths (Center for Disease Control, 2015). This national toll rose to nearly 
45,000 in 2016 (CDC, 2018), and has been steadily increasing since 1999. On a global scale, 
the World Health Organization estimated that in 2012, the global completed suicide 
incidence rose to above 800,000 (WHO, 2014).  Indeed, the problem of suicide is one that 
has proved stubborn to researchers and clinicians alike. Suicide consistently ranks within the 
top ten leading causes of death, irrespective of age, and in 2013 ranked within the top five 
leading causes of death for age groups spanning 10 – 54 (CDC, 2013). From 2011 to 2014, 
the worldwide mortality rates from nine of the top ten causes of death remained equal or 
decreased, while suicide rates were shown to have increased over the same period (CDC, 
2018).  This recent reporting also indicates that the national suicide rate has increased by 
over 25% since the 1999 reporting period, with rates increasing in 43 of 50 U.S. states.  
While figures reporting the loss of life associated with suicide are sufficient to put the size of 
the problem in perspective, the economic costs of completed and incomplete suicide attempts 
have been estimated anywhere between $44.7 billion (Center For Prevention, 2012) and 
$93.5 billion (Shepard, Gurewich, Lwin, Reed Jr, & Silverman, 2016). 
These figures have not worsened for lack of effort or negligence; between 2008 and 
2013, nearly half of a billion dollars was spent on funding suicide research in the United 
States alone, yielding some 383 studies (NIMH Research Prioritization Task Force, 2015). 
While the commitment to ameliorating the problem of suicide is substantial, the resulting 
efforts do not appear to have translated into an improvement that might be signaled by 
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declining mortality rates. It appears, rather, that deaths by suicide continue to increase despite 
the strength of the commitment to researching the problem. 
Shortcomings in Current Risk Assessment Practices 
The aforementioned suicide rates stand as a public health paradox, as it is not for lack of 
effort from scientific and clinical communities that such trends persist.  Research continues to 
evaluate the effectiveness of the vast array of scales designed to predict or inform suicide risk. 
From a statistical point of view, one review of several of the most widely used suicide risk 
assessment tools (e.g., the Beck Depression Inventory, Beck Hopelessness Scale, and Scale for 
Suicidal Ideation) found that these scales failed to reliably predict suicide attempt at a one-year 
follow-up period, and that the overall evidence base for the predictive validity of such 
instruments was lacking (Roos, Sareen, & Bolton, 2013). A meta-analysis of 13 controlled 
studies following patients for one year after psychiatric hospitalization concluded that no single 
variable, nor any combination of risk factors were strongly predictive of completed suicide and 
that up to 60% of patients who do complete suicide are not classified as "high risk" by clinicians 
(Large, Sharma, Cannon, Ryan, & Nielssen, 2011). A study of both inpatient and post-discharge 
suicides found that 78% of decedents had denied suicidal ideation or intent during their previous 
risk assessment and that 67% of these assessments were conducted within one week of suicide 
completion (Busch, Fawcett, & Jacobs, 2003). Twenty-eight percent of these decedents had 
"contracted for safety", and 34% were assessed by clinical staff to have little or no acute risk for 
suicide. A meta-analysis of health care utilization in suicide decedents found that 19% of such 
patients had some psychiatric or psychological service contact in the month prior to death, while 
45% saw a primary care doctor in the same time frame (Luoma, Martin, & Pearson, 2002). While 
the power to reveal otherwise unavailable information about suicide is a strength of such 
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retrospective studies, they appear to highlight the shortcomings of even the current "best 
practices" of risk assessment and provide justification for the continued study of factors that help 
to influence or even predict the risk of death by suicide.     
Given the frequency with which they see patients, outpatient mental health providers 
have perhaps the greatest opportunity to perform ongoing suicide risk assessments. However, a 
recent study of disclosure in psychotherapy has close relevance found that 31% of patients 
reported concealing suicidal thoughts from their therapists on at least one occasion and that this 
particular topic of concealment was the third most frequent (Blanchard & Farber, 2016). A 
follow-up study of the same sample found that fear of hospitalization and feelings of shame as 
significant motivating factors in patients’ desire not to disclose their thoughts about suicide 
(Blanchard & Farber, 2018, in press),  
Other lines of research attempt to identify broad “distal” risk factors that help categorize 
and identify individuals who may be at heightened risk for suicidal behavior.  For example, 
individuals who are male, in either adolescent or older adult age ranges, who are unemployed 
and have lower levels of education have been shown to be at increased risk for death by suicide 
(Nock, Borges, Bromet, Alonso, et al., 2008). Psychological autopsy studies, in which medical 
records of those completing suicide are examined for patterns of risk factors, have yielded strong 
findings of increased risk related to psychiatric disorders; as many as 95% of suicide decedents 
had been diagnosed with at least one disorder at the time of death, while 38% also had a 
diagnosis of a substance use disorder (Cavanagh, Carson, Sharpe, & Lawrie, 2003).  Other 
factors, such as genetic heritability, life stressors, and access to lethal means have also been 
identified as signaling an increased risk for suicidal behavior (Barber & Miller, 2014; Ruderfer et 
al., 2018; Sivabalan & Pradeep, 2017).  
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Current Practices in Risk Assessment 
A vast literature exists outlining the methods that clinicians may use to assess risk. The 
Joint Commission, a body responsible for accrediting non-profit healthcare organizations in the 
United States, recently published a memo entitled “Detecting and Treating Suicide Ideation in all 
Settings” (2016) that reports statistics on 1,089 suicides occurring within their facilities from 
2010 to 2014 (including those committed within 72 hours of discharge). Internal evaluations of 
these deaths demonstrated that their most common “root cause” was a “shortcoming of 
assessment”. They go on to state that many of their accredited facilities failed to adequately 
address the established goal of conducting risk assessments. 
The Commission recommended several actionable steps that should be taken in acute and 
non-acute settings to help better detect whether a patient is experiencing suicidal ideation, which 
serves essentially as a proxy for suicide attempts or death by suicide. These steps include a 
thorough review of a patient’s history and family history for suicide risk factors, the use of 
“standardized, evidence-based screening tools” (e.g., Patient Health Questionnaire 9), higher 
levels of observation on inpatient settings (ranging from increased frequency of staff  “checks” to 
constant staff observation), and completion of a suicide risk safety plan that outlines personal 
and professional resources available to patients should suicidal thoughts occur.   
Regulations outlining the time between a patient’s discharge and when they are scheduled 
to see an outpatient mental health professional are also strongly recommended by the Joint 
Commission.  While post-discharge follow-ups can be up to a week after a patient leaves a 
hospital setting, individuals screened for high suicide risk are often required to have 
appointments scheduled 1-3 days from that time to optimize continuity of care. Additional 
guidelines include plans to contact the patient or the patient's family when follow-up efforts fail. 
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In order for treatment and management efforts to be successful, however, effective screening 
tools need to be developed that can reliably discriminate the level of risk a patient may pose. 
Though the frequency of psychotherapy sessions provides clinicians with opportunities to ask 
patients direct questions about suicidality, these patients may be motivated to withhold the 
presence or severity of suicidal ideas from clinicians (Blanchard & Farber, 2016). As such, self-
report of suicidal ideation alone is far from sufficient to detect risk, and attention must be given 
to factors that are associated with varying levels of risk. 
What Constitutes a Risk Factor for Suicide? 
Given that the prediction of any human behavior is difficult even under the most 
controlled circumstances, precision is important when identifying variables that may be 
associated with suicide-related outcomes (i.e. suicidal ideation, suicide attempt, death by 
suicide).  Kraemer et al. (1997) provide an important foundation for defining what is and is not 
entailed in identifying any epidemiological variable as a "risk factor". In order for a variable to 
be deemed a risk factor for a particular outcome, it must a) be associated with the defined 
outcome; and b) temporally precede the defined outcome. Identifying a variable as a causal risk 
factor, however, requires manipulation of the variable to be associated with a change in the 
outcome of interest, therefore requiring proper experimental or laboratory study of the 
relationships of such variables.  
What becomes clear from the forthcoming review of demographic and psychiatric risk 
factors for suicide is that, across studies, the outcome of interest varies considerably, from the 
incident risk of having suicidal thoughts to acting on those thoughts, to the actual completion of 
death by suicide. It is worth mentioning that a recent meta-analysis of 365 suicide risk studies 
conducted over the past 50 years noted, that “existing risk factors,” including those falling into 
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the categories of demographics and general psychopathology, “are weak and inaccurate 
predictors of [suicidal thoughts and behaviors]” (Franklin et al., 2017, p. 27).  
Suicide Risk Factors: General Conventions 
 Several of the largest national and international organizations with public health or 
suicide-specific focus publish lists of risk factors for suicide that are readily available online.  
The American Foundation for Suicide Prevention (AFSP), Centers for Disease Control (CDC), 
National Institute of Mental Health (NIMH) and World Health Organization (WHO) all publish 
data and public education materials online to broadly outline factors that appear to increase one’s 
risk for suicide.  
 With respect to demographic risk factors for suicide, AFSP reports figures derived from 
CDC data. These outline the discrepancies of suicide rates between age ranges, noting that across 
time, those in the 18 – 24 age range have lower suicide rates than those in middle age and old 
age categories, and that those identifying as White have a higher suicide rate than those 
identifying as Black, American Indian, and Asian/Pacific Islander (American Foundation for 
Suicide Prevention, 2018). The WHO’s listing also stratifies suicide rates by gender, with 2016 
data from the U.S. yielding a male suicide rate of 21.1 per 100,000, and a female rate of 6.4 per 
100,000 (a differential factor of 3.3) (World Health Organization, 2018).  
Each of above-listed organizations publically report "mental disorders" as a broad 
category of risk factors, while some go on to list specific disorders such as major depressive 
disorder and bipolar disorder as risk factors for suicide (AFSP, 2018; CDC, 2018; NIMH, 2018; 
WHO, 2018). The AFSP also specifies borderline and antisocial personality disorders as risk 
factors (2018).  Non-diagnostic behavioral factors like impulsivity and violence also appear 
across these lists.   
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While the above reports provide guidelines about factors conventionally believed to 
influence risk for suicide, they appear to be representative of a vast proportion of the suicide 
research conducted over the years. Demographic and psychiatric risk factors, according to a 
recent meta-analysis, account for nearly half of the variables studied over decades of literature, 
and variables in these categories appeared the most out of a list of sixteen (Franklin et al., 2017). 
Given the present aim to evaluate how such risk factors may be differentially be associated with 
suicidal ideation and attempt as separate constructs, these categories thus provide the basic 
structure for the present study. The factors included are reviewed in greater depth below.  
Suicide and Demographic Associations 
Age and Gender.  The CDC regularly releases data regarding suicide as a leading cause 
of death.  However, a closer examination of such data provides interesting information about the 
relationship between suicide, age, and gender.  As of 2013, suicide was the 2nd leading cause of 
death for people in two adjacent age categories; 15-24, and 25-34.  For those 35-44, suicide was 
the 4th leading cause of death, and for the range of 45-54, it ranked 6th. (CDC, 2013) Statistics 
from 2015 confirm some long-held conventional wisdom regarding differential risk for males 
and females, namely that females report suicidal ideation and make attempts more frequently, 
while males are nearly 4 times more likely to die by suicide (CDC, 2015).  
While individuals of all ages are at risk for suicide, various trends have emerged in how 
suicidal behavior relates to age and gender that may highlight those at increased risk for such 
behavior. Take, for instance, one examination of age and suicide in those suffering from major 
depressive disorder across a 10-year timespan (Blair-West, Cantor, Mellsop, & Eyeson-Annan, 
1999). While the lifetime suicide death rates calculated for these samples in 1983 and 1994 were 
quite similar (6.8% to 6.9% for males, 1.3% to 1.1% for females), examination of changes in 
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such rates between age groups provides important insights.  For instance, increased risk has been 
observed in males between 15 and 24 from an estimated risk of 1.55% in 1984 to 1.94% in 1993 
(an increase of 25%) and went from 1.41% to 1.55% for those between 35 and 44 (a 9% 
increase). Over the same time frame, the rate decreased for those over 45 from 2.08% to 1.72% 
(a 17% decrease).   For females, differential trends among age groups were also observed, with 
decreases in suicide for those 35-44 (0.35% to 0.26%) and 45+ (0.4% to 0.32%).  
In more recent work, a 2017 study of outpatient medical and mental health patients 
completing the Patient Health Questionnaire screening device (PHQ-9) yielded a different profile 
of suicidal ideation and attempt. A slight difference was reported in the rate of suicidal ideation 
between men and women (23% vs. 19% respectively), with no observed differences in ideation 
or near-term attempt between age ranges. (Rossom et al., 2017) 
A study of age-trends in suicide rates reported additional unique findings, namely that the 
oft-cited explosion of completed suicide in elderly men in the U.S. has in fact subsided since 
peaking in the 1960’s, and highly differentiated patterns when comparing men and women over 
that time. In the latter case, male suicide rates shifted from a uniformly increasing rate across age 
groups to a bimodal distribution with peaks in early adulthood and the elderly, to most recently a 
trimodal distribution with an uptick in the death rate in the 45-49 age group (Snowdon et al., 
2017). The authors attribute the changes over time to socio-economic and environmental factors 
(i.e., period effects). Given that trends across age, gender and period are so routinely observed in 
epidemiological and clinical research of suicide, the continued examination of available age data 




Race and Ethnicity. Differences in risk and rate of suicidal thoughts and behavior 
amongst racial and ethnic groups have long been studied. A 1999 retrospective study of the 
epidemiology of suicide attempt and ideation found that, compared to white non-Hispanics as a 
reference group, individuals identifying as black were significantly less likely to have a history 
of attempt (OR=0.6), but no significant differences were found for the probability of a history of 
ideation (Kessler, 1999). Those identifying as Hispanic did not differ significantly in the 
probability of a history of either ideation or attempt. A separate meta-analysis did not find any 
significant differences between those identifying as white or black with respect to the likelihood 
of attempt history (May & Klonsky, 2016). 
Level of Education.  Another factor known to confer risk for suicidal behavior is one’s 
level of educational achievement. Kessler’s landmark 1999 study of the epidemiology of suicide 
in the United States reported that those not having completed a high school degree (i.e. less than 
12 years of educational experience) were 10.6 times more likely to make a suicide attempt than 
those with at least a bachelor’s degree (i.e. 16+ years of educational experience). In fact, all 
groups categorized without a college education had at least a 3.2 times greater likelihood of 
having had a suicide attempt.  Group differences in the level of education and suicidal ideation 
were much more modest, but still significant compared to the college-educated reference group 
(between 1.3 and 2.3 odds ratio) (Kessler, Borges, & Walters, 1999). A study of the Italian death 
registry found results that diverge from the seemingly intuitive findings above. According to 
their analyses, individuals who died by suicide were significantly more likely to have a level of 




Marital Status.  One’s marital status (e.g. single, married, widowed, divorced) also 
appears to play a role in overall suicide risk and has long been studied.  An early study of marital 
status' relationship to suicide observed an increased risk in single, divorced and widowed 
individuals when compared to their married counterparts. The same study also reported that the 
risk differences were moderated by gender, such that the differences in marital status groups' 
suicide risk was far greater in men than in women (Gove, 1972). A more recent epidemiological 
examination of marital status and suicide found that divorced and separated groups were more 
than 2-times as likely to complete suicide than those who were married. Interestingly, an 
examination of those who were divorced and single showed no increased risk for these groups. 
Once again, men accounted for the vast majority increased risk for the divorced group, and group 
differences amongst women were non-significant (Kposowa, 2000). The pattern of increased risk 
associated with non-married individuals has been reported elsewhere throughout the literature 
(See Kyung-Sook, SangSoo, Sangjin, & Young-Jeon, 2018 for the most recent examination). 
The presence of suicidal ideation is differentially associated with marital status. An Australian 
study found that both widowed men and women scored higher on a scale designed to measure 
suicidal ideation (McLaren, Gomez, Gill, & Chesler, 2015). A retrospective meta-analysis of 
factors distinguishing those who had attempted suicide from those who only considered it found 
that those with an attempt history were more likely to be single (for any reason), and contrasting 
the above-cited studies, there was no interaction effect of gender (May & Klonsky, 2016).  
Suicide and Psychiatric Disorders 
Studies have also investigated the relationships between suicidal ideation, suicidal 
behavior and a wide array of psychiatric disorders and symptoms. A landmark epidemiological 
study of suicide reported that having any number of diagnosed psychiatric disorders increased 
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one’s risk for having suicidal ideation by a factor of 5.7, and increased one’s likelihood of having 
made a suicide attempt by a factor of 6.7.  Individuals with one psychiatric diagnosis were at 3.4 
times and 3.8 times increased risk for suicidal ideation and attempt respectively. Perhaps most 
staggering are the odds ratios reported for individuals with three or more psychiatric diagnoses. 
Those falling into this category were 14.3 times more likely to have a history of suicidal ideation, 
and 19.7 times more likely to have made a suicide attempt. While these numbers alone justify the 
continued study of the association between psychiatric disorder and suicide, more nuanced and 
diagnosis-specific relationships have been identified throughout the spectrum of psychiatry. 
(Kessler et al., 1999) 
Depressive Disorders.  Given the presence of suicidal thoughts and hopelessness in the 
diagnostic criteria for major depressive disorder, it seems reasonable to expect increased risk of 
suicide in individuals suffering from this and related depressive disorders. Indeed, Kessler (1999) 
reported a greatly increased risk of suicidal ideation and suicide attempt with the presence of 
major depressive disorder (ORs=9.6, 11.0 respectively) and dysthymia (ORs= 7.7, 7.8 
respectively). A study of a U.S. military sample found that a diagnosis of major depressive 
disorder was associated with a 1.5 times higher likelihood of someone with a history of ideation 
having made an actual suicide attempt (Nock et al., 2018), and a meta-analytic study showed that 
those with a history of suicide attempt were significantly more likely to have a depressive 
disorder diagnosis and that this diagnosis was far more likely to be present in either 
aforementioned group than in those without any history of ideation or attempt (May & Klonsky, 
2016). While the presence of suicide-specific items in the diagnostic criteria for depressive 
disorders somewhat confounds these results, the empirical support for depressive illness greatly 
increases the risk for not only suicidal thoughts but also behavior, appears unequivocal. 
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Anxiety Disorders.  In contrast to depressive disorders, whose criteria include the 
presence of suicidal-specific items, those with diagnosed anxiety disorders also appear to be at 
significantly increased risk for suicidal thoughts and behavior. Kessler’s epidemiological study 
(1999) suggests that those with an anxiety disorder diagnosis are more likely to have had both 
suicidal ideation and attempt in their histories (ORs = 2.8 and 3.2, respectively). The same study 
reports significantly higher associations for those with a history of ideation or attempt and 
generalized anxiety disorder (ORs = 4.2 and 5.6 respectively), post-traumatic stress disorder 
(ORs= 5.1 and 6.0 respectively) and panic disorder (ORs= 3.9 and 5.6 respectively). In an active 
military sample, generalized anxiety disorder was not observed to increase one’s likelihood to 
transition from only having a history of ideation and making an attempt (Nock et al., 2018) but 
those with PTSD had a significantly higher likelihood of making an attempt compared to non-
ideating controls (OR = 1.3; see more re: PTSD below). A meta-analysis found that anxiety 
disorders as a whole were significantly more common in those with an attempt history than those 
with only an ideation history and that the presence of any such disorder significantly increased 
the likelihood of having either ideation or attempt compared to non-clinical controls (May & 
Klonsky, 2016). 
Post-Traumatic Stress Disorder. While classified as an anxiety disorder, PTSD is 
believed to have a uniquely strong connection with suicide risk. Specific effort has been placed 
toward the high risk for suicide in military veterans (Nock et al., 2014), but this association has 
also been observed in general population studies (Kessler et al., 1999). In Kessler’s study, PTSD 
carried the highest increased risk of all anxiety disorders (OR=6.0), a finding that appears to be 
consistent across the literature based on the results of a more recent meta-analysis (Bentley et al., 
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2016). Individuals with PTSD diagnoses have also been found to have nearly ten-fold increased 
risk for death by suicide (Gradus et al., 2010). 
Bipolar Disorder/Mania.  The risk factor with the highest odds ratio in favor of having 
made a suicide attempt in Kessler's study (1999) was having had an episode of mania (OR=29.7), 
though one's odds of having had suicidal ideation also were extremely heightened (OR=15.5). It 
should be noted that this study was not able to yield odds ratios for a full diagnosis of bipolar 
disorder due to limitations of the survey measures used. Compared to major depressive disorder, 
those with bipolar disorder have twice as high likelihood to have had a history of suicidal 
behavior (Chen & Dilsaver, 1996).  Conversely, in a 2015 military sample, a diagnosis of bipolar 
disorder did not actually increase the likelihood of transitioning to suicidal behavior (Nock et al., 
2018), but when compared to a general sample a scientific survey of the literature estimates that 
those carrying the diagnosis carry a 10 times higher likelihood of dying by suicide than those in 
the general population (Schaffer et al., 2015).  
Substance Use Disorders.  Kessler (1999) reported that the diagnosis of any substance 
use disorder (at that time, categorized into the less-severe “abuse” and more debilitating 
“dependence” disorders) made one 5.8 times more likely to have a history of suicide attempt, and 
3.9 times more likely to have thought about taking one’s life. Those with a substance use 
disorder in a military sample were 2.1 times more likely to transition from ideation to attempt 
than those without (Nock et al., 2018), and in a meta-analytic study of ideation and attempt, 
alcohol and drug use disorders significantly increased the likelihood of those with suicidal 
ideation engaging in suicidal behavior (May and Klonsky, 2016).  Both alcohol and illicit drug 
use disorders have been associated with an increased likelihood of first-time suicidal ideation 
and attempt (ORs =1.77 and 3.06 respectively) (Thompson, Alonzo, Hu, & Hasin, 2017).  More 
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severe substance use disorders appear to account for a great deal of the increased risk of suicide; 
those endorsing “high” levels of drinking had 37.18 times greater odds of having a suicide 
attempt, while lower levels of drinking yielded only a 2.71 odds ratio in comparison (Borges et 
al., 2017).  
Personality Disorders.  A great deal of literature reports the relationship between 
suicidal thoughts and behaviors and a range of personality disorders. One study found that those 
with borderline, paranoid, antisocial, histrionic and dependent personality disorders were at 
significantly higher odds of making a suicide attempt at 10-year follow-up than the personality 
disordered group taken as a whole (Ansell et al., 2015). These odds ratios were modest compared 
to some of the other factors reviewed above (ranging from OR=1.11 for antisocial personality 
disorder, to OR=1.52 for borderline personality disorder), suggesting that individuals with 
personality disorders may be broadly at increased risk for suicide.  Kessler (1999) reported an 
increased likelihood of suicide attempt (OR=5.7) and suicidal ideation (OR=4.6) for individuals 
with antisocial personality disorder than those without.  
History of Violent Behavior. A youth suicide study found that individuals who endorsed 
getting into fights were at significantly increased odds of attempting suicide (OR = 2.18),  
(Stack, 2014), while within a U.S. veteran sample, male perpetrators of family violence were 
found to be at higher risk for suicide attempts (Ursano et al., 2018). 
Theories of Suicide 
 Much work has been done to conceptualize and understand suicide from a theoretical 
standpoint, and this work has played an important role in forming the foundation of how risk 
assessments are performed. Early psychoanalytic theories, including those of Sigmund Freud, 
conceived of the motive towards suicide as being informed by a combination of melancholy 
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and narcissism, along with hostility and/or ambivalence towards an internalized object or 
introject, such that all sadistic energies are turned inward or toward the ego (Ronningstam et 
al., 2009). Future refinements to these theories have incorporated the role of shame into the 
theoretical formulation of suicidal behavior as well as a multitude of defense mechanisms 
including denial, projection, and displacement being even empirically associated with 
suicidal behavior and ideation (Lansky, 1991). 
 As a shift occurred within the field of psychology towards a cognitive-behavioral 
framework, more contemporary theories were developed to attempt to explain the problem of 
suicide. Aaron Beck’s conception of suicidal behavior was framed around the experience of 
hopelessness and integrated early psychometric efforts on a Hopelessness Scale (1974) that 
he believed would help predict who was most at risk for death by suicide.  Beck’s theory also 
implicated cognitive distortions, which he had identified as being central to many psychiatric 
disorders, as being important in the formation of suicidal ideation and incidence of actual 
suicidal behavior.  For Beck, the same negativistic and self-defeating thought patterns that 
were associated with depressive disorders came into play in the development of suicidal 
ideation, specifically the distorted and misperceived sense that one has little or no hope for 
their given life situation to improve (1979), and that this was a powerful enough influence to 
overcome the deep-seated and evolutionarily. The association between cognitive distortions 
and suicide remains strong in more recent empirical studies of suicide. One such study found 
that amongst psychiatric patients, those with suicide attempts were more likely to engage in 
cognitive distortions (Jager-Hyman et al., 2014). 
 Despite Beck’s vast theoretical and psychometric contributions to the study of 
suicide, one important idea that he introduced to the study of suicide was to conceptually 
	
	 17	
distinguish suicidal cognitions (what we now call suicidal ideation) from suicidal behaviors 
(what we now call suicide attempts). To that point, studies compared individuals having 
either thought about or attempted suicide to non-clinical sample that had no history of such 
thoughts or behavior. In a 1972 paper, he defined and classified suicidal ideation as a 
separate construct to be studied in concert with and in contrast to actual suicidal behavior. In 
doing so, the landscape of suicide research shifted significantly, as suicidal ideation could 
thenceforth be studied in an effort to predict suicidal behavior. This conceptual distinction 
led to the eventual development of the Scale for Suicidal Ideation (Beck et al., 1979), which 
served as a landmark instrument in the psychometric study of suicide. The empirical 
distinction between those with a history of ideation and history of attempt provided 
researchers with the opportunity to properly account for the fact that most individuals who 
think about suicide do not act on these thoughts (Baca-Garcia et al., 2010; Nock, Borges, 
Bromet, Alonso, et al., 2008).  
Theoretical Distinctions Between Suicidal Ideation and Attempt 
More recently, the conceptual distinction between suicidal ideation and suicide 
attempt is being given greater consideration in formulating theories of suicide. These theories 
attempt to answer the question of whether individuals who engage in suicidal behavior can be 
otherwise distinguished from those who have only thought about suicide in ways that can be 
observed empirically.  Broadly, they seek to identify biological and psychological processes 
that lead to one or both of these constructs, in an effort to differentiate between the 
individuals who think about or consider suicide from the significantly smaller pool that act 
on such thoughts are few and far between. A review of some such theories follows.  
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The Interpersonal-Psychological Theory. Thomas Joiner and his colleagues have 
proposed one of several theories that conceptually differentiate those who think about suicide 
from those who act on these thoughts (Joiner, 2005). His Interpersonal-Psychological theory 
of suicide posits that three risk factors contribute to an eventual suicide attempt. First, an 
individual experiencing burdensomeness and low belongingness may develop thoughts about 
ending their life, but then must have what Joiner terms an acquired capability for suicide to 
make an attempt. Burdensomeness constitutes the experience that one’s presence causes 
hardship to those around them. Low belongingness or social alienation are constructs that 
speaks to one’s connectedness with those around them. 
According to Joiner’s theory, these first two factors together may lead to a desire to 
end one’s life. An acquired capability for suicide is the critical factor that must be in place 
for an attempt to take place. This concept suggests that for one to inflict a potentially lethal 
self-injury, one must have experienced repeated exposure to a negative affective stimulus, 
such that there is a habituation or desensitization to such stimuli. This process results in an 
ultimately dulled sense of fear or self-preservation when considering suicidal action, and 
without this otherwise powerful instinct in place, one is more likely to engage in behavior 
that could cause death. Indeed, Joiner notes that many established risk factors (i.e. psychiatric 
disorders or negative life events) are congruent with his theory because they are likely to 
interact with the triad of variables that make up the model. A recent meta-analysis found that 
consistent with the Interpersonal-Psychological theory, low belongingness and 
burdensomeness were associated with increased suicidal ideation, and capability increased 
the likelihood of individuals having made prior suicide attempts (Chu et al., 2017). 
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The Integrated-Motivational-Volitional Model. Another important theory of 
suicidal behavior that conceptually distinguishes suicidal ideation and attempt is O’Connor’s 
Integrated-Motivational-Volitional model (IMV) (2011). The IMV model conceptualizes 
suicidal behavior as a three-phase process. The first and perhaps most fundamental aspect is 
the pre-motivational phase. This includes what O'Connor terms "background factors", 
including genetic predisposition to particular psychiatric illnesses, environmental factors, and 
negative life events that together may lead into the second motivational phase, wherein 
suicidal ideation may be formed. In this phase, feelings of defeat and humiliation lead to 
what O’Connor terms “entrapment” through known cognitive processes such as negative 
memory bias and rumination, which then lead to actual suicidal ideation through moderating 
factors such as burdensomeness and social support. One enters the final volitional phase of 
the model when factors known to increase the likelihood of suicidal behavior are in place. 
These include impulsiveness, Joiner's "acquired capability" as described above, and access to 
lethal means. Research has shown that, among clinical populations, entrapment is strongly 
associated with suicidal ideation (Owen, Dempsey, Jones, & Gooding, 2018), and that 
variables consistent with O’Connor’s conception of the volitional phase have in fact been 
associated with suicidal behavior (de Beurs, van Borkulo, & O'Connor, 2017).  
The Three-Step Theory. Finally, May and Klonsky (2016) have posited a theory that 
attempts to differentiate the risk factors leading to the onset of both suicidal ideation and 
suicidal behavior. They note; "most oft-cited risk factors for suicide…predict suicidal 
ideation… but do not distinguish those who have made suicide attempts from those who have 
experienced ideation without attempts.”  In highlighting that the vast majority of suicide 
research compares those with an attempt history from those with no history of any 
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suicidality, May and Klonsky suggest that this alternative reference point may help direct the 
field towards identifying risk factors that in and of themselves indicate increased risk for 
suicidal behavior.  
 May and Klonsky’s Three-Step Theory of suicide (2015) is built around the idea that 
distinguishing individuals who think about suicide and those who actually attempt suicide is 
of the utmost importance to understanding and solving this problem. The first step of their 
conceptual map towards suicide attempt is the development of ideation in the face of some 
manner of psychological or emotional pain. In the second step, a differentiation is made 
between moderate and strong suicidal ideation, with the key to progressing to the more 
severe stage being connectedness. Unlike other theories, this has a broader definition, 
including attachment to “job, project, role, interest, or any sense of perceived purpose or 
meaning that keeps one invested in living,” (p.117). While connectedness also appears as a 
necessary component to developing suicidal intent in Joiner’s Interpersonal-Psychological 
Theory, for May and Klonsky it is simply a factor that, when disrupted, presents an increased 
likelihood for such suicidal intent to manifest.  The final of the Three-Step Theory posits 
that, for an individual to shift from a state of severe suicidal ideation into a state wherein they 
may act on such ideation, they must have factors that are categorized as dispositional, 
acquired, or practical.  Dispositional factors include genetically-based factors, acquired 
factors are similar to those described by Joiner and include habituation and desensitization to 
pain, while practical factors include availability or accessibility of means or professional or 
colloquial knowledge of how to end one's life in a given manner. 
 The study of clinical populations can yield important insights that can be applied in 
healthcare settings, while broad-scale public health or epidemiological studies can provide 
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important information about trends and distal risk factors that can otherwise be overlooked. 
Both approaches are also justified by numbers indicating that many individuals completing 
suicide have fallen through the proverbial cracks of psychiatric care, and are thus less likely 
to be captured by more focused clinical research.  
Research Differentiating Ideation and Attempt 
A 1999 study by Kessler et al. used data from the National Comorbidity Survey, 
reported the prevalence of lifetime suicide attempt, ideation, and associations with other 
broad-based factors. Using a cross-sectional sample of nearly 5,000, Kessler was able to 
report odds ratios for suicidal ideation and attempt with respect to both demographic and 
clinical factors. The results yielded important insights into which factors are associated with 
significantly higher risk of attempt and ideation, with aspects like age, mood and anxiety 
disorders, and substance use disorders.  Notably, comparisons of those with only a history of 
suicidal ideation and those with a history of attempts yielded statistically equivalent odds 
ratios for some psychiatric disorders, (e.g. agoraphobia, dysthymic disorder) while other 
comparisons showed vast differences (e.g. individuals with mania were nearly twice as likely 
to fall into the "ideation” group). Such results firmly demonstrate that despite ideation 
seemingly being a necessary precondition to an eventual suicide attempt, the risk profiles for 
these two groups are unique and distinct.    
 More recent work has also supported the conceptual distinction between suicidal 
ideation and suicide attempt. Individuals endorsing recent symptoms of panic disorders were 
found to be at a modestly increased risk for lifetime suicidal ideation, but more than a 2-
times greater chance of lifetime suicide attempt (Yaseen et al., 2011). Relevant to the present 
study, studies have also identified sociodemographic differences between those who have 
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thought about suicide and those who have made an attempt. Baca-Garcia et al. (2011) 
compared epidemiological datasets collected in 1991 and 2001 to analyze sociodemographic 
trends in suicide ideation and attempt. Their findings also speak to the partial independence 
of the populations in question and justify the use of current data to continue to identify 
demographic trends in both ideation and attempt. For example, they did not observe 
significant differences in rates of lifetime suicide attempt over the 10-year span between the 
collection of the two data sets, while observing a significant decrease in the rate with which 
suicidal ideation without attempt was reported. This study also found a significant decrease 
in attempt prevalence for white men between the ages of 25 and 44, significant increases for 
Native American and Latino males, and males over the age of 65.  
A study of those with a history of either attempt or ideation in India found diagnostic 
differences between these two groups. Those reporting suicidal ideation also reported “mixed 
anxiety and depressive disorder…followed by major depression and schizophrenia” (pg. 155) 
as the most common diagnoses, while a diagnosis of adjustment disorder with depressed 
mood was most common in those who actually had a history of attempting suicide (Bhatia, 
Aggarwal, & Aggarwal, 2000). A meta-analysis of the relationship between alcohol use 
disorder and suicidal ideation and attempt reported starkly different odds ratios between these 
groups (Darvishi, Farhadi, Haghtalab, & Poorolajal, 2015). Those with alcohol use disorder 
had a 1.86 times greater chance of having concomitant suicidal ideation, and a 3.13 times 
greater chance of having a suicide attempt.  
The importance of clarifying the differences between those who report a history of 
suicidal ideation and suicide attempt is one that requires continued investigation. To quote the 
researchers most closely aligned with this view, “identifying what differentiates someone who 
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thinks about suicide from someone who acts on suicidal thoughts is vital to clinical decision-
making and theory development,” (May & Klonsky, 2016, p. 9).  What is perhaps most 
important, however, is that the risk suicidal ideation, attempt, and death are very often different 
depending on what risk factor and which specific suicide construct is being investigated. 
When suicide risk literature is looked at broadly, it becomes clear that there is some 
conflation is apparent in the way risk factors for suicidal behavior are identified (i.e., by targeting 
variables associated with or preceding suicidal ideation, and/or attempt, and/or completed 
suicide). This has implications for the applicability and reliability of suicide prevention efforts. 
One way this conflation occurs is when suicidal ideation is used as a proxy for potential suicide 
attempt. It is certainly sensible and safe, both from a clinical and litigious standpoint, to assess 
for the presence or risk of suicidal ideation in practice, and to then implement protective 
strategies in this broad group of individuals who could potentially be at heightened risk for 
suicide attempt or death by suicide.  
Yet this approach overlooks two important and well-established suicide-related findings 
that ultimately result in less reliable prevention efforts. First, the vast majority of individuals who 
think about suicide do not make attempts (CDC, 2018), and second, an estimated 24% of suicide 
attempts are impulsive in nature (i.e., less than five minutes were spent between the decision to 
make an attempt and the attempt itself (Simon et al., 2001). This means that even a hypothetical 
"perfect" assessment tool that could detect all cases of suicidal ideation would not only result in 
missed cases of suicide attempt but also result in unneeded hospitalizations and other 
misallocations of resources within the mental healthcare system. 
Using variables that signal increased risk for suicidal ideation to detect risk for suicide 
attempt not only ignores research about the differences between these constructs but also rests on 
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the assumption that thoughts precede behaviors. The conflation of suicidal ideation and suicide 
attempt may make it easier for researchers studying these constructs, but a growing body of 
research suggests that understanding the unique contributors to risk of suicidal ideation and 
suicide attempt would improve the detection, prevention, and treatment of these outcomes 
(Nock, Kessler, & Franklin, 2016).   
If risk factors cannot reliably distinguish those who think about suicide from those 
who attempt suicide, as above research suggests, efforts can be focused on identifying factors 
that account for the risk of suicide attempt above and beyond the risk of ideation. The present 




















The current study is an attempt to re-examine associations between suicide and the most 
frequently-studied categories of risk factors (Franklin et al., 2017) in an effort to identify 
distinctions between those who have reported making suicide attempts and those who have 
reported only having suicidal ideation.  By using a recent general population sample of 
respondents, we aim to identify the differences between those reporting a history of suicidal 
ideation or attempt and provide a broad snapshot of the associations between well-studied 
demographic and psychiatric variables, and individuals reporting a history of these suicide 
outcomes.  
Source of Data 
The National Epidemiological Survey of Alcohol and Related Conditions (NESARC) is a 
nationally representative survey designed by the National Institute on Alcohol and Alcohol 
Abuse (NIAAA). The NESARC data is comprised of comprehensive surveys of clinical and 
psychosocial variables across three-time waves (2001-02, 2004-05, 2012-13). Wave III of the 
NESARC (2012-13) was comprised of a representative sample of 36,309 individuals, which was 
distinct and independent from the previous samples. Eligible respondents were all over 18 years 
of age and domiciled in households or “non-institutionalized group quarters such as college 
dormitories, group homes, group quarters, and dormitories for workers”. Respondents were 
randomly selected across three stages of sampling (county-level, census-block, and household) 
before a weighting strategy was implemented to ensure "agreement" with census data on age, 
sex, race/ethnicity, and region.  We limit our study to Wave III respondents as they provide the 
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most recent profile of those reporting a history of ideation and those reporting a history of 
suicide attempt in a nationally representative U.S. sample, and are thus most relevant to current 
and future research.  
Though designed as a research tool for better understanding alcohol use disorders, the 
NESARC survey contains questions pertaining to suicidal ideation and behavior, a wide range of 
mental health diagnoses and symptoms, an extensive list of medical conditions, as well as other 
demographic and psychosocial variables of interest.  Such questions were included to help 
investigators better understand the relationships of these variables to alcohol use, but because of 
the NESARC’s design, have been widely used to investigate other relationships between such 
variables, whether or not their direct relationship to substance abuse disorders is of interest. More 
detailed figures on the sample characteristics appear in the so-labeled section below. 
Research Question 
How do individuals endorsing suicidal ideation without a history of attempt differ from 
individuals endorsing a history of suicide attempt on demographic and lifetime psychiatric 
variables? 
Data Analytic Strategy 
Statistical analyses will be performed using SPSS. Our primary variables of interest – 
lifetime suicidal ideation and lifetime suicidal attempt – are binary in nature, and will be 
compared across a number of factors that are binary or categorical in nature.  The first set of 
analyses will follow the observed paradigm of comparing groups individuals reporting a history 
of suicidal ideation, those reporting a history of suicide attempt, and the remaining "non-suicide" 
controls who responded to the survey.  This will allow a set of "reference" statistics to be 
reported to which we can compare the analyses that directly investigate the research question.  
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The second set of analyses will compare those reporting a history of only suicidal ideation, and 
those who have a history of suicide attempt to one other. 
Chi-square tests of association will be performed to assess differences in expected and 
observed proportionality between groups (i.e. Attempt History vs. Control, Ideation History vs. 
Control, Attempt History vs. Ideation History) across the included demographic and psychiatric 
variables. In cases where the factors are binary (i.e., gender, depressive disorder diagnosis), these 
analyses will yield an odds ratio that corresponds to the increased or decreased likelihood that an 
individual in a particular demographic or psychiatric category belongs to one of the “suicide 
status” groups. For those factors that have more than two categories (e.g. age range, 
race/ethnicity, marital status, etc.), a binary logistic regression using the “suicide status” variable 
as the dependent factor, will also yield odds ratios of membership compared to a pre-defined 
reference group.  
Variable Selection 
 The NESARC Wave III survey allows for current or recent DSM diagnoses to be imputed 
based on symptom-level questioning. However, this version of the survey also asked respondents 
about a previous psychiatric diagnosis that may have been rendered by a health professional, 
with questions pertaining to lifetime psychiatric history. Given our focus on lifetime incidence of 
suicidal ideation and attempt, we have chosen questions pertaining to lifetime psychiatric illness 
so that both our outcomes of interest and associated factors match with respect to timespan. 
 The variables collected are demographic and psychiatric in nature; these pertain to the 
two most-studied categories of risk factors for suicidality, according to a recent meta-analysis 
(Franklin et al., 2017). As has been seen in large-scale studies of suicide risk factors (Kessler et 
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al., 1999; Nock, Borges, Bromet, Alonso, et al., 2008; Olfson et al., 2017), psychiatric disorders 
will be grouped according to their respective diagnostic categories.  
The “Depressive Disorder” category captured respondents who endorsed having a 
diagnosis of major depressive disorder or persistent depressive disorder across their lifetime.  
The “Anxiety Disorder” category captured respondents who had received a diagnosis of 
generalized anxiety disorder, panic disorder, or social phobia in their lifetime. The “Bipolar 
Disorder” category captured respondents who received a diagnosis of either bipolar disorder or 
hypomania in their lifetime.  While lifetime PTSD diagnosis was not included as a factor in the 
above-referenced Olfson (2017), we have chosen to include it, given the known and evidently 
growing link between PTSD and suicidal ideation and behavior (e.g. Nock et al., 2009).  We 
have also calculated a variable that captures individuals endorsing any lifetime substance abuse 
disorder. A list of substances included appears below. In following Olfson (2017), who studied 
period effects of mostly demographic and diagnostic risk factors, but also studied individuals 
who reported a history of violent behavior, we have included a factor that captures individuals 
















• Marital Status 
• Level Education 
Lifetime Psychiatric Diagnoses 
 
• Depressive Disorders 
• Mania/Hypomania 
• Anxiety Disorders 
• Post Traumatic Stress Disorder 
• Substance Use Disorder 
• Borderline personality disorder 
• Antisocial Personality Disorder 
• Schizotypal Personality Disorder 
• History of Violence 
 
Sample Characteristics 
The National Epidemiologic Survey on Alcohol and Related Conditions-III (NESARC-
III) was an epidemiological survey performed by the National Institute on Alcohol Abuse and 
Alcoholism (NIAAA) that representatively sampled the United States civilian population in 2012 
and 2013. The total number of respondents for the survey was 36,309. In the survey, a major 
section containing most of the items pertaining to psychiatric symptoms and diagnoses was only 
activated if respondents answered in the affirmative to screening questions for the various 
categories of disorders. Amongst those who activated this large sub-section of the survey, 4,036 
(11.1% of total sample) responded that they had thought about suicide, while 1,515 (4.1% of 
total sample) indicated they had attempted suicide. To obtain two independent groups and 
appropriately address the research question, individuals who responded that they had attempted 
	
	 30	
suicide in their lifetime were subtracted from those who responded affirmatively to the item 
about ideation, leaving a total of 2,590 who reported a history of suicidal ideation with no history 
of attempt (7.1% of total sample). This final “suicide status” variable had a total N = 4,105 (11.3 
% of the total sample), comprised of 1,515 in the “attempt history” subsample and 2,590 in the 
“ideation history” subsample. 
While the entire 36,309 NESARC respondent sample was representative of the U.S. 
population, and as would be expected in sub-sampling within a large data set, the representation 
once sampling for lifetime suicidal ideation and attempt yielded demographic and psychiatric 
stratification that may not have been representative of the entire sample. The study sub-sample 
had a mean age of 45.6 and was 66.1% female. 64.5% of respondents identified as white, 40.2% 
married, 23.0% had a college education (vs. 63.6% with a high school diploma or some college 
experience, and 13.4% without a high school diploma). 84.3% of the sub-sample had at some 
point received a diagnosis of major depressive disorder or dysthymia/persistent depressive 
disorder. 10.1% of the sample reported having a manic or hypomanic episode at some point in 
their lifetime.  38.2% reported receiving a diagnosis of an anxiety disorder (one or more of 
generalized anxiety disorder, panic disorder or social phobia) over their lifetime. 24.3% of the 
sample reported having received a diagnosis of post-traumatic stress disorder in their lifetime.   
55.2% reported a substance use disorder diagnosis over their lifetime.  33.2% of those in the 




















































      
Respondent Demographic Frequencies Across Subsamples Endorsing History of Attempt 
(N=1515), History of Ideation without Attempt (N=2590), and Respondents Endorsing 
Neither (N=32,204) 
  Hx of Attempt Hx of Ideation    Neither 
 n  %  n  % n % 
Sex       
  Male** 464 31% 928 36% 15862 44% 
  Female** 1051 69% 1662 64% 20447 56% 
Age       
  18-24 186 12% 289 11% 4496 12% 
  25-34 328 22% 516 20% 7259 20% 
  35-44** 313 21% 479 19% 6506 18% 
  45-54** 344 23% 539 21% 6644 15% 
  55-64** 242 16% 496 19% 5598 15% 
  65+** 102 7% 271 11% 5806 16% 
Race/Ethnicity       
  White** 902 60% 1744 67% 19194 53% 
  African American** 257 17% 376 15% 7766 21% 
  American Indian/Alaskan** 49 3% 50 2% 511 1% 
  Asian** 34 2% 74 3% 1801 5% 
  Hispanic** 273 18% 346 13% 7037 19% 
Marital Status       
  Married**  565 37% 1085 42% 16794 46% 
  Previously Married** 508 34% 796 31% 9423 26% 
  Never Married 442 37% 709 27% 10092 28% 
Education       
  Less Than High School** 265 18% 285 11% 5490 15% 
  HS/GED/Some College** 1013 67% 1599 62% 21904 60% 
  College +** 237 37% 706 27% 8915 25% 
   Note: Asterisks denote significant differences in proportion across category rows.   






Table 2.  
Respondent Frequency and Percentage for Presence of Lifetime Disorders Across 
Subsamples Endorsing History of Attempt (N=1515), History of Ideation without 
Attempt (N=2590), and Respondents Endorsing Neither 
 Hx of Attempt Hx of Ideation    Neither 
 n  %  n  %  n % 
       
Depressive Disorder** 1308 86% 2153 83% 8551 24% 
       
Anxiety Disorder** 650 43% 917 35% 4533 13% 
       
Mania/Hypomania** 210 14% 206 8% 1044 3% 
       
PTSD** 464 31% 534 21% 2339 6% 
       
SUD** 898 59% 1368 53% 10930 30% 
       
Borderline PD** 799 53% 948 37% 4301 12% 
       
Antisocial PD** 255 17% 236 9% 1600 4% 
       
Schizotypal PD** 447 30% 511 20% 2439 7% 
       
History of Violence** 616 41% 730 29% 5715 16% 
Note: Asterisks denote significant differences in proportion across category rows.  

















Gender. Females were significantly more likely to have endorsed making a suicide 
attempt than males when compared to non-suicidal controls (X2 = 120.0 OR = 1.85), and when 
compared to those endorsing a history of suicidal ideation without attempt (X2  = 11.6; OR = 
1.27). Females were also more likely to have endorsed suicidal ideation without a history of 
attempt when compared to non-suicidal controls (X2  = 80.5; OR = 1.46).  
Age.  Those in the 65+ age group were significantly less likely to have endorsed making 
a suicide attempt than those in other age categories, when compared with non-suicidal controls 
(X2 = 119.0; ORs 2.46-3.18) and when compared with those endorsing a history of ideation 
without a history of attempt (X2 =26.35; ORs 1.30-1.74).  It should be noted that, in the latter 
case, the differences between the 55-64 and 65+ age groups were modest (OR = 1.30; 95% CI = 
0.99-1.71).  Those in the 65+ age group were significantly less likely to endorse a history of 
suicidal ideation without attempt than the other age groups (X2 = 101.16; ORs 1.44-2.05).  
Race/Ethnicity.  Those identifying as White, African American, American 
Indian/Alaskan, or Hispanic were significantly more likely to have endorsed making a suicide 
attempt than those identifying as Asian when compared with non-suicidal controls (ORs = 2.71, 
1.79, 5.92 and 2.12, respectively). 
Those identifying as African American, American Indian/Alaskan, and Hispanic were 
significantly more likely to have endorsed making a suicide attempt than those identifying as 
Asian (ORs = 1.49, 2.13 and 1.72, respectively) when compared to those endorsing a history of 
suicidal ideation without a history of attempt. No significant differences were observed in this 
	
	 34	
comparison between those identifying as White and those identifying as Asian. Those identifying 
as White or American Indian/Alaskan were significantly more likely to endorse a history of 
suicide attempt than those identifying as Asian, compared with non-suicidal controls (ORs = 
2.41 and 2.78, respectively). 
Level of Education.  Those reporting having less than a high school level of education 
and those reporting having either completed high school or completed some college were 
significantly more likely to report having a history of suicide attempt when than those with a 
college level of education or above when compared to non-suicidal controls (ORs = 1.80, 1.77 
respectively), and when compared with those endorsing a history of suicidal ideation without 
history of attempt (ORs = 1.20, 1.23 respectively).  Those reporting having less than a high 
school level of education were significantly more likely to have reported a history of suicidal 
ideation than those with a college level of education or above when (OR = 1.54), but no such 
differences were observed between those reporting having completed high school or some 
college and those reporting a college level of education or above (OR = 1.07; 95% CI = 0.97-
1.17).  
Marital Status.   Respondents reporting never having been married or having been 
previously married (widowed, divorced or separated) were significantly more likely than those 
reporting being married to have reported a history of suicide attempt when compared to non-
suicidal controls (ORs = 1.33, 1.68 respectively), and when compared to those endorsing a 
history of suicidal ideation without history of attempt (ORs = 1.20, 1.23 respectively).  Those 
reporting never having been previously married were significantly more likely than those 
reporting being married to have reported a history of suicidal ideation without a history of 
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suicide attempt (OR = 1.37), but no significant difference was observed between those reporting 
never being married and those reporting being married (OR = 1.11; 95% CI = 1.00-1.22).  
	
Table 3.    
Odds Ratios and Chi-Square Statistics for Demographic Variables With History of Suicide Attempt (Lifetime) and 
History of Suicidal Ideation Without Attempt (Lifetime) 
 Hx of Attempt:Control 
         (N=1515) 
Hx of Ideation:Control 
         (N=2590) 
   Hx of Attempt: 
   Hx of Ideation 
Sex    
  Male 1.0 1.0 1.0 
  Female 1.85 (1.65–2.07)** 1.46(1.35-1.59)** 1.27(1.10-1.45)** 
  X2 120.0 ** 80.5 ** 11.55 ** 
Age    
  18-24 2.46(1.93-3.15) ** 1.44(1.22-1.71) ** 1.71(1.28-2.29) ** 
  25-34 2.72(2.17-3.41) ** 1.61(1.39-1.88) ** 1.69(1.29-2.20) ** 
  35-44 2.92(2.33-3.66) ** 1.68(1.44-1.96) ** 1.74(1.33-2.27) ** 
  45-54 3.18(2.54-3.98) ** 1.88(1.61-2.18) ** 1.70(1.30-2.21) ** 
  55-64 2.65(2.10-3.35) ** 2.05(1.76-2.38) ** 1.30(0.99-1.71) 
  65+ 1.0 1.0 1.0 
  X2 119.00 ** 101.16 ** 26.35 ** 
Race/Ethnicity    
  White 2.71(1.92-3.83)** 2.41(1.90-3.06)** 1.13(0.74-1.70) 
  African American 1.79(1.25-2.58)** 1.21(0.94-1.56) 1.49(0.96-2.30)** 
  American     
Indian/Alaskan 5.92(3.77-9.29)** 2.78(1.91-4.04)** 2.13(1.21-3.76)** 
  Asian 1.0 1.0 1.0 
  Hispanic 2.12(1.48-3.04)** 1.23(0.95-1.59) 1.72(1.11-2.66)** 
  X2 105.10** 268.79** 34.60** 
Marital Status    
  Married  1.0 1.0 1.0 
  Prev. Married 1.68(1.48-1.90)** 1.37(1.24-1.51)** 1.23(1.05-1.43)** 
  Never Married 1.33(1.17-1.51)** 1.11(1.00-1.22)* 1.20(1.02-1.40)** 
X2 69.60** 42.21** 8.49** 
Education    
  No HS  1.80(1.51-2.16)** 1.54(1.33-1.77) 2.77(2.22-3.46)** 
  HS/GED 1.77(1.53-2.04)** 1.07(0.97-1.17)* 1.89(1.60-2.23)** 
  College + 1.0 1.0 1.0 
X2 65.31** 37.38** 90.12** 








Depressive Disorders.  Those reporting a lifetime history of any depressive disorder 
were significantly more likely to have endorsed a history of suicide attempt when compared with 
non-suicidal controls (OR 33.66), and when compared with those reporting a history of suicidal 
ideation without a history of suicide attempt (OR = 1.28).  Those reporting a history of any 
depressive disorder were significantly more likely to have endorsed a history of suicidal ideation 
without a history of attempt when compared with non-suicidal controls (OR = 26.25).  
Anxiety Disorder. Those reporting a lifetime history of an anxiety disorder were 
significantly more likely to have endorsed a history of suicide attempt when compared with non-
suicidal controls (OR = 7.41), and when compared with those reporting a history of suicidal 
ideation without a history of attempt (OR = 1.37).  Those reporting a lifetime history of anxiety 
disorder were significantly more likely to have endorsed a history of suicidal ideation without a 
history of suicide attempt when compared with non-suicidal controls (OR = 5.40).  
Post-traumatic Stress Disorder. Those with a history of PTSD diagnosis were 
significantly more likely to have endorsed a history of suicide attempt when compared with non-
suicidal controls (OR = 10.16), and when compared with those reporting a history of suicidal 
ideation without a history of attempt (1.70).  Those with a history of PTSD diagnosis were 
significantly more likely to have endorsed a history of suicidal ideation without a history of 
suicide attempt when compared with non-suicidal controls (OR = 5.98).  
Bipolar Disorder/Mania.  Those reporting a lifetime history of manic or hypomanic 
episode were significantly more likely to have endorsed a history of suicide attempt when 
compared with non-suicidal controls (OR = 8.09), and when compared with those reporting a 
history of suicidal ideation without a history of suicide attempt (OR = 1.86).  Those reporting a 
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lifetime history of any anxiety disorder were significantly more likely to have endorsed a history 
of suicidal ideation without a history of attempt when compared with non-suicidal controls (OR 
= 4.35).  
Substance Use Disorder.  Those with a history of substance use disorder diagnosis were 
significantly more likely to have endorsed a history of suicide attempt when compared with non-
suicidal controls (OR = 3.95), and when compared with those endorsing a history of suicidal 
ideation without a history attempt (OR = 1.3).  Those with a history of substance use disorder 
diagnosis were significantly more likely to have endorsed a history of suicidal ideation without a 
history of suicide attempt when compared with non-suicidal controls (OR = 3.04).  
Borderline Personality Disorder.  Those with a history of borderline personality 
disorder diagnosis were significantly more likely to have endorsed a history of suicide attempt 
when compared with non-suicidal controls (OR = 12.96), and when compared with those 
endorsing a history of suicidal ideation without a history of attempt (OR = 1.93). Those with a 
history of borderline personality disorder diagnosis were significantly more likely to have 
endorsed a history of suicidal ideation without a history of attempt when compared with non-
suicidal controls (OR = 6.70).  
Antisocial Personality Disorder.  Those with a history of antisocial personality disorder 
diagnosis were significantly more likely to have endorsed a history of suicide attempt when 
compared with non-suicidal controls (OR = 5.67), and when compared with those endorsing a 
history of suicidal ideation without a history of attempt (OR = 2.81). Those with a history of 
antisocial personality disorder diagnosis were significantly more likely to have endorsed a 
history of suicidal ideation without a history of attempt when compared with non-suicidal 
controls (OR = 2.81).   
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Schizotypal Personality Disorder.  Those with a history of schizotypal personality 
disorder diagnosis were significantly more likely to have endorsed a history of suicide attempt 
when compared with non-suicidal controls (OR = 8.68), and when compared to those endorsing a 
history of suicidal ideation without a history of attempt (OR = 1.70). Those with a history of 
schizotypal personality disorder diagnosis were significantly more likely to endorse a history of 
suicidal ideation without a history of attempt when compared with non-suicidal controls (OR = 
5.10).  
History of Violent Behavior. Those endorsing a history of violent behavior were 
significantly more likely to have endorsed a history of suicide attempt when compared with non-
suicidal controls (OR = 4.43), and when compared with those endorsing a history of suicidal 
ideation without a history of attempt (OR = 1.75).  Those endorsing a history of violent behavior 
were significantly more likely to have endorsed a history of suicidal ideation without attempt 

























































   
Odds Ratios For Psychiatric Variables With History of Suicide Attempt (Lifetime) and History of Suicidal 
Ideation Without Attempt (Lifetime)	
 Hx of Attempt:Control 
         (N=1515) 
 Hx of Ideation:Control 
           (N=2590) 
   Hx of Attempt: 
   Hx of Ideation 
Depressive Disorder 33.66 (28.98-39.10)** 26.25(23.58-29.21)** 1.28(1.07-1.53)** 
Mania 8.09(6.86-9.56)** 4.35(3.69-5.11)** 1.86(1.52-2.28)** 
Anxiety Disorder 7.41 (6.65-8.26)** 5.40(4.94-5.91)** 1.37(1.20-1.56)** 
PTSD 10.16(8.99-11.48)** 5.98(5.36-6.67)** 1.70(1.47-1.92)** 
Substance Use Disorder 3.95 (3.56-4.39)** 3.04(2.81-3.30)** 1.30(1.14-1.48)** 
Borderline Personality 12.96(11.62-14.44)** 6.70(6.13-7.33)** 1.93(1.70-2.20)** 
Antisocial Personality 5.67 (4.90-6.58)** 2.81(2.43-3.26)** 2.02(1.67-2.44)** 
Schizotypal Personality 8.68(7.68-9.81)** 5.10(4.57-5.69)** 1.70(1.47-1.97)** 
Violence History 4.43(3.97-4.93)** 2.52(2.30-2.77)** 1.75(1.53-2.01)** 












This study aimed to investigate whether individuals who endorse a history of suicide 
attempt or a history of suicidal ideation without a history of attempt differ across key 
demographic and psychiatric variables. Those endorsing a history of attempt differed 
significantly from those endorsing only a history of ideation across all included demographic and 
psychiatric variables. Groups of respondents endorsing either a history of ideation or attempt also 
differed significantly from those endorsing neither history of ideation or attempt across the same 
demographic and psychiatric variables.  
While differences were observed across all levels of comparisons, some trends were 
notable. Comparisons involving those endorsing a history of ideation or attempt with those 
endorsing neither typically yielded larger odds ratios than when those endorsing history of 
ideation or attempt were compared to each other. Such results are consistent with existing 
research on the strong positive association between suicide-related behaviors and psychiatric 
history (See Hazlett, McCarthy, Londner, & Onyike, 2004; Kessler et al., 1999; Nock et al., 2009 
for a cursory review of large-scale studies demonstrating this link). Given this association, the 
rates of psychiatric disorder history in those reporting history of ideation or attempt will be more 
similar, and comparisons between these groups will result in relatively smaller odds ratios. The 
“control” subsample had lower overall rates of psychiatric disorder history, and thus 







Gender. Those endorsing a history of suicidal attempt were more likely to be female, 
although this variable did not distinguish between those endorsing a history of attempt and those 
endorsing a history of ideation as well as it does from those without suicide history.  
The finding that females are more likely to make suicide attempts than males is consistent 
with previous research (Kessler et al., 1999). It is important to note that while the likelihood of 
reporting a suicide attempt is greater in women, CDC data indicates that the men are up to four 
times more likely to die by suicide (WISQARS, 2005).  The differential proportionality in favor 
of females for suicidal behavior and in favor of males for death by suicide is a well-observed 
phenomenon, sometimes referred to as the “gender paradox” (Canetto & Sakinofsky, 1998).  
These results also lend support to the idea of suicide attempt as a clinical outcome that is in some 
ways quite distinct from completed suicide, and that may require distinct risk detection 
strategies.  
Age. Of the age categories studied, those in the 65+ age group were least likely to have 
endorsed a history of suicide attempt in both Control and Ideation comparisons.  The four 
younger age categories studied were significantly more likely to have endorsed suicide attempt 
history compared to those 65 and older (by odds between 2.46:1 and 3.18:1), and significantly 
more likely to have endorsed history of ideation without a history of attempt compared to those 
65 and older (at odds between 1.30:1 and 1.74:1). This stronger stratification in comparing those 
endorsing a history of attempt to the sub-sample that endorsed no history of ideation or attempt is 
in line with previous findings reported in epidemiological research in which the eldest age group 
carried a lower risk of endorsing suicide history than other age groups (Kessler et al., 1999).    
	
	 42	
In comparing those endorsing a history of attempt and those endorsing a history of 
ideation across age categories, we observe a similar pattern of increased likelihood of attempt 
history in younger age groups (ORs = 1.30-1.74). Taken together, it appears that age 
categorization may be useful in identifying individuals at risk for suicide attempt regardless of 
whether they are endorsing suicidal ideation at the time. This added incremental validity could 
also help discriminate those at highest risk for engaging in suicidal behavior. 
These results ought to be considered in the context of the relatively high suicide mortality 
rates in the elderly and the fact that the lethality of attempts in the elderly is significantly higher 
than other age groups (World Health Organization, 2014). It may be that the low rate of reporting 
of ideation and attempt history in the 65+ age group is partially due to the fact that a many of 
those who have had suicidal ideation or attempts by this age make more lethal attempts and 
consequently die by suicide. As such, rather than suggesting that suicide attempt is less likely in 
this age group, the results may support higher levels of care for individuals in this age group who 
report suicidal ideation or attempt.  
Race/Ethnicity. Respondents identifying as Asian were less likely than those identifying 
as White, African American, Hispanic or American Indian/Alaskan to endorse a history of 
suicide attempt. As such, this variable holds promise of some application in screening for 
individuals at higher risk for suicide attempt.   
These results are somewhat discrepant from a similar study using epidemiological 
samples in which those identifying as Non-Hispanic White, Hispanic or “Other” categories were 
significantly less likely than those identifying as “Non-Hispanic Black” to endorse a lifetime 
history of suicide attempt (Kessler et al., 1999), and may suggest that rates of suicide attempt in 
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those identifying as African American may be increasing relative to other racial and ethnic 
groups.   
In comparing those reporting ideation or attempt history, those identifying as White were 
no more likely than the Asian reference group to endorse a history of suicide attempt.  However, 
the results suggest that those identifying as African American, Hispanic or American 
Indian/Alaskan were at higher odds than the Asian reference group to have endorsed a history of 
attempt. This finding suggests that race and ethnicity have the potential to help identify those at 
specific risk for suicide attempt beyond how they may help predict suicidal ideation.  
Further, CDC data from the years corresponding to the NESARC data collection 
indicates that those identifying as Asian have the lowest relative suicide mortality rate when 
compared to White, African American and American Indian/Alaskan groups (CDC, 2012).  
Given the relationship of suicide attempt to actual death by suicide, screening measures 
employed to detect risk for suicide attempt may also help mobilize appropriate resources that 
may ultimately reduce mortality as well.  
Studies examining race, ethnicity, and suicide outcomes have pointed to both cultural 
aspects and psychiatric comorbidities as factors that moderate these relationships. For example, 
studies that have demonstrated lower rates of depressive disorders (Takeuchi et al., 1998; Wong, 
Brower, & Zucker, 2011) and higher levels of familial support (Lau, Jernewall, Zane, & Myers, 
2002)  in Asian American samples help to explain the lower relative likelihood that individuals 
in this category have a history of suicide attempt.  
Protective factors like religiosity and social support may explain the lower rates of 
suicide mortality in the African American community (Gibbs, 1997). However, African 
Americans in the current sample were seen as being nearly 50% more likely to have reported 
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suicide attempts than those in the Asian category when compared with those reporting only a 
history of ideation, indicating additional attempt-specific risk in African American.  
Risk of death by suicide in those identifying as Hispanic appears to be moderated by 
cultural factors like the degree to which one feels assimilated in American culture, and 
socioeconomic status, whereby higher risk is conferred to those experiencing higher levels of 
poverty (Wadsworth & Kubrin, 2007). In the case of American Indian/Alaskan populations, 
family history of suicide and substance use disorders appear to confer the greatest risk for both 
suicide attempt and suicide mortality (Borowsky, Resnick, Ireland, & Blum, 1999). Yet this 
racial/ethnic identification alone appears to bring about a significantly higher likelihood of 
suicide attempts when compared to those who only contemplate suicide.   
Level of Education. Individuals with lower levels of education were more likely to have 
reported suicide attempts compared with the college-educated reference group. This relationship 
was observed when comparing those reporting a history of attempt in the Control comparison, 
but the likelihood actually was higher when compared to those reporting a history of only 
suicidal ideation. Thus, level of education might be a particularly strong indicator of increased 
risk for suicide attempts specifically.  
Research on suicide mortality and level of education has pointed to the increased risk 
associated with higher levels of education, essentially attributing this risk to the pressure and 
expectations of employment situations that are more likely for those with a college or graduate 
school degree (Pompili et al., 2013).  These results further support the consideration of suicide 
attempt as a distinct clinical outcome that may justify the development of specific risk 
assessment tools.  
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Marital Status. Individuals reporting being married at the time of survey administration 
were significantly less likely to have reported a history of suicide attempt in both Control and 
Ideation comparisons. Due to the unclear temporal relationship between the suicide and marital 
status variables in this data, it is difficult to draw clear implications for how such information 
could be applied in developing risk assessment strategies. In opposition to most other variables 
examined in this study, the magnitude of the odds ratios yielded by Control and Ideation 
comparisons are quite similar. That is to say, marital status did not better discriminate those 
endorsing a history of attempt from those endorsing ideation only.  Relative to other variables in 
the study, the incremental validity that marital status can provide to risk assessment for suicide 
attempt may be limited.  
Marital status has long been understood to confer differential risk for suicide outcomes, 
with widowed males in particular at high risk for death by suicide (Kposowa, 2000; Luoma & 
Pearson, 2002), while increased risk for suicide attempt specifically has been noted in 
individuals who are separated or divorced (Mościcki et al., 1988). It is possible that more 
focused study of this relationship would further clarify the differences in mortality and attempt 
risk across categories of marital status, and further support the concept of suicide attempt as a 
distinct clinical construct that requires specific methods of risk assessment.  
Psychiatric Variables 
 
 Depressive Disorders.  Amongst psychiatric variables included in the study, major 
depressive disorder or dysthymia/persistent depressive disorder yielded the greatest differential 
likelihood between those endorsing previous suicide attempt and Control comparison.  That 
increased likelihood of attempt history and prevalence of depressive disorders vary together is 
consistent with previous research (Kessler et al., 1999), and also expected given that diagnostic 
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criteria for these disorders include items directly related to suicidal thoughts behavior. What is 
particularly notable and applicable is the finding that depressive disorders yielded the lowest 
differential risk between those with a history of attempt or history of ideation. Depressive 
disorders are so strongly related to suicidal thinking and behavior that they are of little utility in 
discriminating individuals who are at specific risk for making an attempt. 
Anxiety Disorders.  Individuals with a history of anxiety disorder diagnosis (including at 
least one of generalized anxiety disorder, panic disorder, and social phobia) were more likely to 
endorse a history of suicide attempt in both the Control and Ideation History comparisons.  The 
results are consistent with previous studies showing an increased risk for suicidal behavior in 
those with anxiety disorders (Kessler et al., 1999; Nock, Borges, Bromet, Alonso, et al., 2008), 
with similar odds ratios observed in these studies. In more focused study of these phenomena 
Sareen and colleagues (2005) also identified preexisting anxiety disorders as an independent risk 
factor for future suicidal ideation and attempt. The specific finding that anxiety disorders are 
more frequently observed in those who had reported ideation than those with a history of attempt 
is consistent with existing research (May & Klonsky, 2016). Amongst the psychiatric variables 
included in the current study, anxiety disorders ranked third lowest in terms of discrimination 
between those with a history of attempt and history of only ideation. Still, this odds ratio 
indicates that the presence of any of these diagnoses signals a statistically significant 37% 
increased likelihood of a history of attempt compared with those without a history of these 
anxiety disorders, and thus shows potential to help screen those at an increased risk for making a 
suicide attempt, even amongst those not endorsing suicidal ideation.  
 Post-Traumatic Stress Disorder.  The diagnosis of PTSD was associated with greater 
likelihood of endorsing a past suicide attempt across both Control and Ideation History 
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comparisons. PTSD stands out from other anxiety disorders as in terms of risk for suicide 
(Kessler et al., 1999), and at least one study showed a significant association between the 
disorder and suicide attempt (Sareen et al., 2007). The odds ratio observed in those endorsing a 
history of attempt across PTSD history was markedly higher than that observed in Kessler’s 
(1999) study (ORs = 10.16 vs. 6.0). Goldstein (2016) reported rates of PTSD in the NESARC 
sample that were much higher than those reported in Kessler’s (1999) NCS sample, which may 
explain the differential relationship between PTSD and suicide attempt in these studies. Taken 
together, the results presented herein offer support for the use of PTSD diagnosis as an important 
factor in screening a suicide attempt in concert with other variables. The 70% increased 
likelihood for those with a PTSD diagnosis to endorse a history of suicide attempt vs. a history of 
only ideation ranked 4th of the nine psychiatric variables included in the present study. 
 The increased risk for suicide attempt in those with a PTSD diagnosis is also theoretically 
consistent with Joiner’s Interpersonal Theory, which makes a conceptual distinction between 
suicidal ideation and suicide attempt. In Joiner’s (2009) theory, the capability to make an attempt 
on one’s life is acquired under certain conditions. One component of this acquired capability is 
that individuals have been in some way habituated to violence, physical or emotional pain, or 
simply to the idea of one’s own death, and it is logical to expect that events that could lead to a 
clinically significant post-traumatic response could contribute to such an acquisition.  
 Bipolar Disorder/Mania.   A history of manic or hypomanic episode was associated 
with an increased likelihood having suicide attempt history, both in the Control comparison and 
the Ideation History comparison.  This diagnostic category offers the potential to screen for 
increased risk in a general population or primary care setting or to add incremental validity to the 
assessment of individuals already believed to be high risk for suicide. 
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 It is worth considering that the increased likelihood for a history of suicide attempt in 
those with a history of mania or hypomania observed in the current study is lower than previous 
studies examining similar phenomena which may have to do with the restricted manner in which 
mania was diagnosed (Kessler et al., 1999). In Kessler’s study, only those meeting criteria for a 
particular classification of mania known as the “euphoric-grandiose subtype” were included in 
the categorization of those with a history of mania. This classification no longer exists in the 
most current Diagnostic and Statistical Manual (American Psychiatric Association, 2013). This 
restricted and incomplete sample may have inappropriately inflated the previous figures, 
especially in light of more focused research on the relationship of bipolar disorder and suicide. 
Most pertinent to the present study is the finding that individuals carrying a bipolar disorder 
diagnosis are actually at higher risk for suicide attempts when the primary polarity of their illness 
is depressive (Schaffer et al., 2015).  
 Substance Use Disorders. Of all psychiatric variables included in the study, the 
associations between substance use disorders and suicide attempt were among the lowest. 
Kessler’s study (1999) observed the odds of someone with a substance disorder having a history 
of suicide attempt to be 5.8:1, compared to the currently presented odds difference of 3.95:1, 
which was lowest amongst the all psychiatric Attempt History: Control comparisons. Changes in 
criteria for substance use disorders that have lowered the diagnostic threshold over time may 
have contributed to these figures by adding more individuals into the sample. This could have the 
effect of reducing the overall rate of suicide attempt history and thus reducing the differential 
odds between those with and without substance use disorder history. Another possibility is that 
the lowered inhibitions that come along with drug and alcohol use contribute to suicide in such a 
way that the attempts that are made are more impulsive and severe, and thus result in completed 
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suicide rather than a suicide attempt that is interrupted, aborted, or otherwise does not end in 
death.    
 Substance use disorders also do a relatively poor job of discriminating those endorsing a 
history of attempt from those with a history of only ideation. Though statistically significant at 
30%, this increased likelihood is the second lowest of all included psychiatric variables in the 
current study across similar comparisons.  Still, individuals with these disorders appear to be at 
an increased risk to make suicide attempts beyond the risk incurred to experience suicidal 
ideation, making them an important prospective factor in identifying those at greatest risk to 
make attempts.  
 Borderline Personality Disorder. Individuals given a diagnosis of borderline 
personality disorder had the second highest increased likelihood of having endorsed a history of 
suicide attempt, following those diagnosed with a depressive disorder. What is unique and 
perhaps most pertinent in the current investigation is that a borderline personality disorder 
diagnosis not only appears capable of discriminating those with an attempt history from controls 
relative to other psychiatric variables but also ranks highly in the way it can discriminate those 
endorsing attempt from ideation alone.  While other similar variables may help identify those 
with a history of attempt at only one level of these comparisons, the fact that BPD does relatively 
well at both levels indicates it could be of the utmost value to screening measures designed to 
detect heightened risk for suicide attempt independent of the presence of suicidal ideation.    
 The greatest potential value of the findings related to borderline personality disorder 
might come in the development of a screening measure meant to detect risk for suicide attempt 
outside of behavioral health settings. Mental health professionals carry many negative opinions 
and attitudes about working with individuals with a borderline personality disorder diagnosis 
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(Black et al., 2011), and this stigma can likely be attributed to the understood risk of suicidal 
threat, gesture, attempt, and self-harm that comes with the population. However, in a setting not 
focused on behavioral health, such risks and concerns could be more easily overlooked. If 
individuals in a primary care clinic were screened in such a way, additional cases of potential 
risk would be identified, and appropriate resources could be mobilized to mitigate this risk. This 
is especially true for individuals who are not engaged in other forms of treatment and are 
otherwise not being assessed for risk.  
 Antisocial Personality Disorder.  The observed results for individuals diagnosed with 
antisocial personality disorder, along with many other included diagnoses, represent another case 
that speaks strongly for the concept of suicide attempt as a construct that is distinct from suicidal 
ideation.  Those with this diagnosis differentiated those in the Ideation History: Control 
comparison the least of any psychiatric diagnosis (though still significantly), and is ranked 
among the lowest to endorse a history of suicide attempt when compared with controls. 
However, the presence of this diagnosis was associated with the single highest odds ratio in 
differentiating those endorsing a history of attempt from a history of ideation.   
 The results of the Control comparisons are consistent with previous studies of these 
groups’ associations with antisocial personality disorder (Kessler et al., 1999). However, this 
appears to be the first study to demonstrate the potential value of the disorder in distinguishing 
those with an attempt history from those with a history of ideation only. The salience of 
aggression and impulsivity in this diagnosis may explain some of this pattern of association 
(American Psychiatric Association, 2013). Another factor at play here may be the noted overlap 
and comorbidity between antisocial personality disorder and narcissistic personality disorder, 
another diagnosis known to come with increased risk for suicide attempt that often co-occurs 
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with APD (Gunderson & Ronningstam, 2001). Narcissistic personality disorder was not assessed 
within the diagnostic portion of the NESARC, and as such we cannot comment on any specific 
increased likelihood of suicide attempt in individuals with such a diagnosis. 
 Schizotypal Personality Disorder.  An increased likelihood of endorsed suicide attempt 
was observed in individuals diagnosed with schizotypal personality disorder in the current 
sample. While the presence of the disorder was associated with a relatively high likelihood of 
endorsing history of attempt in the Control comparison, it ranked in the middle of the list of 
psychiatric disorders when it came to the Ideation History comparison, and lowest among the 
included personality disorders. 
 Though previous research has noted the association between schizotypy and suicide risk 
(Bornstein, Klein, Mallon, & Slater, 1988), this relationship has not been studied specifically in 
recent years. One meta-analysis found that 18% of individuals with such disorders make suicide 
attempts over their lifetime (Taylor, Hutton, & Wood, 2015). However, the results observed 
herein suggest that someone with this disorder may make an attempt even though there is not 
prominent suicidal ideation. 
 Individuals diagnosed with schizotypal personality disorder may also have at one time 
been diagnosed with a formal psychotic disorder (i.e., schizophrenia). The link between such 
disorders, which include impaired reality testing, paranoid ideation, and perceptual disturbances 
as core features, is also associated with an increased risk of suicide attempt.  
 History of Violence. Those reporting having engaged in at least one of several violent 
acts asked about in the NESARC survey were more likely to have reported a history of suicide 
attempt in both the Control and Ideation History comparisons. Compared to the psychiatric 
diagnoses included in the study, the group who reported having engaged in any violent acts 
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differentiated those with a history of attempt and those with a history of ideation better than 
anxiety disorders, post-traumatic stress disorder, and substance use disorders. 
 The increased likelihood of suicide attempts in individuals who have engaged in violent 
acts is consistent with the Interpersonal-psychological theory of suicide (Joiner, 2005) 
particularly as it pertains to exposure to potentially dangerous situations and violence itself as 
critical to habituating to the idea of one's death, which in turn increases risk for suicide attempts.  
The relationship between aggression and suicide attempt might also be moderated by factors like 
impulsivity, but recent studies have shown that impulsivity as a personality trait does not 
increase the risk for suicide attempt above it's contribution to suicidal ideation (May & Klonsky, 
2016). 
Applications 
Despite the fact that the suicide attempts reported by the respondents in the NESARC 
survey did not ultimately result in death, the application of the present results in screening for 
risk remains highly pertinent to overall suicide prevention efforts. This application rests on the 
finding that past suicide attempts appear to be one of the strongest predictors of future suicide 
attempts, and completed suicide. One meta-analysis weighing the risk of suicide attempt across 
clinical predictors found that previous attempt yielded a higher "standardized mortality ratio" 
(i.e. risk of dying by suicide) than any single historical diagnosis (Harris & Barraclough, 1997). 
Two Finnish studies following individuals with an attempt history for periods of up to 37 years 
found that previous attempt was predictive of death by suicide throughout the adult lifespan 
(Suokas, Suominen, Isometsä, Ostamo, & Lönnqvist, 2001; Suominen et al., 2004).  A meta-
analysis of longitudinal studies of suicidal behavior found that prior suicide attempt was 
significantly associated with future suicide attempt (OR=3.61) (Ribeiro et al., 2016). Yet another 
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meta-analysis encompassing studies evaluating risk factors of various suicide outcomes found 
that prior suicidal attempt ranked second on a list of factors most predictive of a future suicide 
attempt (Franklin et al., 2017). Variables found to be associated with increased risk of suicidal 
behavior beyond the degree to which they are associated with suicidal ideation, as in the present 
findings, hold value in developing valid risk assessment tools, and can offer the potential for 
adding sensitivity to measures for broad-based screening. In the aforementioned meta-analysis, 
suicidal ideation did not rank in the top five factors predictive of future suicide attempt (Franklin 
et al., 2017).  
Broadly, the demographic categories shown to be at increased risk for having made a 
suicide attempt differ from categories shown to be at greatest risk for death by suicide. Namely, 
research has identified elderly White males as being at highest risk for death by suicide (Curtin, 
Warner, & Hedegaard, 2016), yet the results presented herein show the greatest associations for 
suicide attempt to be in young minority females. These differences speak directly to the 
complexity of the problem of suicide, provide support for the continued study of various suicide 
outcomes as having independent sets of risk factors, and should serve as a point of caution to 
clinicians who may make critical clinical decisions based on these factors alone.    
Screening For Increased Risk. One potential practical application of the present 
findings is toward the development of a brief and non-resource intensive screening measure for 
risk of future suicide attempts that could include many of the variables examined in this study. 
Such a measure could be particularly helpful in detecting the potential for suicide attempt risk 
outside of behavioral health care settings and would be simple enough to be reliably 
administered by professionals less familiar with psychiatric interviewing and other skills 
typically held by those in the mental health field. 
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The use of screening measures in primary care settings is being more frequently 
recommended and implemented to help mitigate major public health risks, both psychiatric and 
otherwise. For example, major efforts to reduce smoking-related deaths and comorbidities by 
identifying tobacco users and educating them on available and appropriate treatment and care 
options are part of national guidelines (TCPGT Tobacco, 2008). Similarly, guidelines have been 
developed to assess for the presence of pediatric and adolescent depressive disorders in an effort 
to increase early detection and improve both short and long-term outcomes (Zuckerbrot et al., 
2018).  
The application of a similar strategy in suicide risk assessment appears feasible; up to 
45% of suicide decedents visited a primary care clinic within the month before their death 
(Luoma et al., 2002), meaning physician visits may provide an important opportunity for 
screening individuals who might otherwise fall through the cracks of the mental health care 
system. Despite the opportunity such findings present, a 2014 report by the U.S. Preventive 
Services Task Force noted that the evidence behind existing suicide risk screening tools 
developed for primary care settings is “inadequate” and that the accuracy of such measures is 
questionable (LeFevre, 2014), underscoring the need for such measures to be tested for their 
ability to accurately provide true positive responses, i.e. their specificity. However, the studies on 
which these conclusions were reached did not focus specifically on suicide attempt as an 
outcome and used suicidal ideation as a proxy outcome for attempts and death by suicide 
(Olfson, Weissman, Leon, Sheehan, & Farber, 1996). This study suggested that the use of 
demographic factors may be of little utility in screening measures, yet the results we present 
demonstrate that, together, demographic and psychiatric risk factors could together contribute to 
a screening measure that is able to detect heightened risk specifically for suicide attempts.   
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While the present study intentionally examined the one-to-one relationships between 
distal variables and suicide history, these simple associations may not best capture the complex 
and multiply determined nature of suicidal behavior. Interactions between demographic and 
psychiatric risk factors may prove to be critically important in reliably identifying those at 
heightened risk for suicide attempt. Research has demonstrated important links between 
demographic risk factors for suicide such that particular intersectional trends have been observed 
across age, gender, race/ethnicity, and other distal factors (Nock, Borges, Bromet, Cha, et al., 
2008).  
Behavioral health research has turned to advanced computer science and machine 
learning techniques in an effort to predict behavior (Iniesta, Stahl, & McGuffin, 2016). These 
techniques have the capacity to process massive amounts of patient data and iteratively develop 
algorithms that can be implemented to prospectively identify individuals at increased risk to 
engage in a target behavior.  Such efforts are perhaps best to account for the problems usually 
associated with the prediction of suicidal behavior, including the low base-rate problem and the 
complex interactions that may exist across both demographic and psychiatric variables.   
Machine learning techniques also allow for researchers to set target parameters for 
psychometric properties of the algorithms by iteratively and continuously minimizing the error 
associated with prediction of suicide attempt (Iniesta et al., 2016). This holds particular 
importance in the screening of behaviors with a low base-rate but high severity and cost 
associated with them, such as suicide attempt. Screening measures for such behaviors require a 
high level of sensitivity to minimize the likelihood of failing to identify an individual at 
increased risk. Machine learning would also, however, provide an opportunity to maximize 
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specificity, minimizing the utilization of resources in cases where such resources need not be 
spent.  
In cases where an individual might screen positive for risk of suicide attempt, other 
resources could be mobilized including referrals to outpatient care, or more comprehensive 
psychiatric evaluations, which would be in line with the recommendations for tobacco use and 
depression screening cited above. Lethal means counseling, in which individuals or families of 
those at risk are educated about ways to minimize access to guns, medications and other 
potentially lethal items, may also represent another viable tier of intervention (Bryan, Stone, & 
Rudd, 2011). Finally, many screening measures result not in the implementation of additional 
interventions, but in the increased frequency of assessments, a concept known in public health 
literature as “surveillance”.  
The finding that demographic and psychiatric risk factors help differentiate those with a 
history of ideation and attempt is consistent with theoretical models that suggest that suicide-
related outcomes (i.e., suicidal ideation, suicide attempt, death by suicide) have unique risk 
factors, and that in order to best understand suicide generally, we must understand the factors 
that best predict each of these outcomes separately.  
To overcome the often-imprecise manner in which suicidal ideation and suicide attempt 
are practically and theoretically conflated, variables must continue to be identified that are 
associated strongly with suicidal behavior, irrespective of their association with suicidal ideation. 
These may include other distal/historical factors or proximal factors that may signal a state in 
which an individual might be more likely to engage in suicidal behavior. 
 The variables included in the present study all represent distal risk factors. As such, while 
they may signal increased risk for suicide, they do not necessarily provide information about 
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when this increased risk may be realized for a given individual. While “warning signs” for 
suicide that are more proximal in nature (i.e., stressful life events or acute psychiatric episodes) 
are being studied more closely now than in the past (Franklin et al., 2017), such factors require 
more frequent risk assessments, which provide the temporal resolution necessary to signal when 
increased risk may be conferred. These proximal factors alone do not necessarily help determine 
for whom such frequent risk assessments are justified. Rather than viewing studies of distal and 
proximal risk factors as at odds with one another, it may be that integration of the findings from 
both of these approaches results in optimal risk assessment strategies. Such integration might 
involve identifying individuals at heightened based on distal risk factors, who can then be more 
frequently assessed for changes in proximal warning signs. 
The present results also support theoretical models that consider suicide attempt as a 
construct that carries its own set of risk factors, separate from those that appear to signal risk for 
suicidal ideation or death by suicide (Joiner Jr et al., 2009; O'Connor & Kirtley, 2018). These 
theories, however, rest strongly on psychological factors that may be largely state-dependent 
over time, as opposed to the less-mutable distal factors examined in the present study. However, 
our results seem to implicitly support both Joiner and O’Connor’s theories, which identify 
suicide attempt as a construct of greater cost and severity than suicidal ideation experienced 
alone, and that unique factors may best account for the progression from ideation to attempt (i.e. 
acquired capability). Thus, an approach could be considered in which the present findings help 
establish demographic and psychiatric categories of individuals observed to be at higher risk for 
making suicide attempts, within which trends in the psychological factors theorized to contribute 







The results and discussion thereof should be considered in light of several limitations.  
The present research was limited by the NESARC Wave III survey’s cross-sectional study 
design. Foremost, the lack of specificity around the chronology of psychiatric diagnosis, suicidal 
ideation and/or suicide attempt prohibits any causal links to be made from the observed 
associations. For a variable to be identified as a risk factor, it must temporally precede the 
outcome of interest (Kraemer et al., 1997). For example, while an individual may endorse a 
history of suicide attempt and be rendered a provisional diagnosis of an anxiety disorder and 
borderline personality disorder based on their survey responses, we are unable to ascertain 
whether the onset of these disorders preceded the onset of suicidal behavior. As such, observed 
associations provide insight into the historical differences among people endorsing a history of 
suicidal ideation and/or attempt, but do not permit any statements to be made as to the validity of 
these variables as risk factors for suicidal behavior.  
Another limitation of the study concerns the reliability and verifiability of the self-report 
data collected for the NESARC Wave III questionnaire. A study employing test-retest reliability 
methods found that the structured diagnostic questionnaire used in all waves of the NESARC 
survey (AUDADIS-IV) had “good to excellent” reliability when it came to alcohol use disorders, 
and “fair to good” reliability when it came to axis I and II disorders (with reference to DSM-IV, 
which stood as the diagnostic standard at the time) (Grant et al., 2003). A more recent 
investigation of the AUDADIS-IV using similar methods reported “predominantly good” 
reliability for the equivalent set of diagnoses (this time pertaining to DSM-V criteria) (Ruan et 
al., 2008). Despite these studies, the validity of psychiatric diagnoses being rendered through a 
structured questionnaire should be considered.  Respondents to the survey may never have been 
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formally diagnosed with the conditions that they are assigned as part of the survey. Further, we 
must consider the reliability of respondents’ reports of psychiatric symptomology that may have 
occurred years earlier. Evidence suggests that underreporting or “forgetting” of previously 
reported depressive symptoms is common across periods of as little as five years (Wells & 
Horwood, 2004), while symptoms of depression and anxiety are often associated with negative 
recall bias that could translate to over-reporting of symptoms (Wenze, Gunthert, & German, 
2012).  
Retrospective self-report methods used to determine respondents’ suicide history may 
also present some limitations. Studies of non-disclosure in psychotherapy have demonstrated that 
many people experiencing suicidal thoughts do not disclose this to their therapists (Blanchard & 
Farber, 2016), which suggest that in the current sample we may have a retrospective 
underreporting of such thoughts. Given the perceived negative stigma surrounding suicide, a 
similar underreporting may have also occurred for our sub-sample of respondents endorsing a 
history of suicide attempt.  The cursory questions regarding suicide in the study also prevent any 
analyses regarding the severity of a reported attempt (i.e., whether the attempt required medical 
attention), and classification of the attempt (i.e., whether the respondent aborted the attempt or a 
bystander interrupted or intervened during the attempt). Finally, while suicide attempt is 
predictive of death by suicide, due to mortality the present study inherently excludes cases in 
which a suicide attempt resulted in death.  Such cases would likely yield important information 
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